Discussion
The findings of lower overall cognitive performance in boys, in children from working class families, and in children of mothers who themselves had been relatively poor achievers educationally are not new and bear out the reliability of the McCarthy tests in 4 year olds. 26 27 What is new is the selective correlation between maternal depression early in the child's life and subsequent poorer cognitive performance. The longitudinal design of the study ensured 'that the measures in the children were independent of the assessments of the mothers, and the cognitive tests were not subject to bias, such as may occur when mothers report behavioural problems in their children.
Causal links cannot automatically be inferred from correlations, but the independence of the association between maternal postnatal depression and children's lower cognitive performance from the sex of the child and the mother's educational achievement, and its interdependencewith marital problems, father's psychiatric history, and parental social class, point to ways in which maternal postnatal depression might exert its impact. The sample we studied comprised first born children, who may be particularly sensitive to impaired relationships with and between their parents.
About one in every 10 women becomes clinically depressed in the months after childbirth," 5 2X and the size of the problem alone therefore merits attention. Our findings of possible deleterious effects of postnatal depression on the cognitive development of young children require replication and more extensive follow up. Treatment of first episodes of acute anal fissure: prospective randomised study of lignocaine ointment versus hydrocortisone ointment or warm sitz baths plus bran STEEN LINDKNR JENSEN Abstract One hundred and three patients with an acute first episode of pogterior anal fissure were randomised to receive a three week trial of ligiocaine ointment (n=33) versus hydrocortisone ointment (n=35) or warm siti baths combined with an intake of unprocessed bran (n=35). Seven patients were withdrawn owing to failure to adhere to the trial protocol. After one and two weeks of treatment symptomatic relief was significantly better among patients treated with sitz baths and bran than among patients treated with lignocaine ointment or hydrocortisone ointment. After three weeks there was no difference in symptomatic relief among the three groups. Patients treated with lignocaine, however, had significantly fewer healed fissures (60%) than patients treated with hydrocortisone (82-4%) or warm sitz baths and bran (87%).
In this study warm sitz baths plus an intake of unprocessed bran came out as the treatment ofchoice for an acute first episode of posterior anal fissure. This treatment is cheap, has no potential serious side effects, and brings the best and quickest relief of symptoms.
Introduction
Treatment of an acute anal fissure aims at relieving pain and reflex spasm often caused by a hard stool. Decisions on treatment seem to be based on clinical experience rather than on clinical or scientific premises, since results from randomised series are lacking. Clinical textbooks teach that an acute anal fissure can be treated by simple measures such as warm sitz baths and stool softeners.' Nevertheless, despite this and the spontaneous healing that occurs with time many expensive suppositories, ointments, and creams have been developed for the condition. All are widely used but their efficacy remains unproved.
I report a controlled prospective randomised study comparing the short term effects of lignocaine ointment, hydrocortisone ointment, and a combination of warm sitz baths and unprocessed bran intake in patients with a first episode of acute anal fissure.
Patients and methods
Between June 1980 and December 1983 patients seen within three weeks of onset of a first episode of anal pain and spasm caused by a deep ulcer (fissure) in the anal lining posteriorly between the level of the anal valves and the anal orifice entered the study. The study excluded pregnant women; patients with concomitant inflammatory bowel disease; patients with signs of a chronic fissure (that is, one in which the fibres of the internal sphincter were visible in the base and with fibrous induration of the lateral edges); patients with sentinel piles or hypertrophied anal papillas, or both; and patients with only an abrasion of the skin of the anal region. Patients whose fissures were localised anteriorly or laterally were also excluded.
STUDY DESIGN
At the initial clinic visit a standard medical history was obtained and the diagnosis of an acute posterior anal fissure made by inspection and palpation. Complete digital examination was often impossible at the initial visit owing to severe pain and spasm. Anosigmoidoscopy also could not be performed at the initial examination but was done later to rule out other lesions or diseases of the anorectum.
The patients were assigned at random to the following three treatment groups.
Lignocaine ointment-Patients were instructed to insert 2% lignocaine ointment into the anal canal in the morning and at bedtime and after each stool throughout the day. Of 33 patients assigned to this treatment, three failed to attend for follow up.
Hydrocortisone ointment-Patients were instructed to insert 2% hydrocortisone ointment into the anal canal in the morning and at bedtime and after each stool throughout the day. Of 35 patients assigned to this treatment, one failed to follow the study protocol.
Patients receiving either lignocaine or hydrocortisone ointment were warned that application to the perianal skin only would be of no help.
Warm sitz baths plus unprocessed bran-Patients were instructed to take their usual diet plus 10 
Results
Ninety six patients completed the study. Table I compares the three treatment groups with regard to age, sex, duration of symptoms, number of patients practising anal intercourse, and number of chronic users of laxatives. Table II shows the presenting symptoms of patients in the study. Pain during and after defecation was the most common problem followed by bleeding and constipation. In eight men and two women the causative factor in development of the fissure was thought to be trauma to the anal canal during anal intercourse, whereas in 65 patients passage of a hard faecal bolus was the probable cause. In eight patients with a history of chronic misuse of laxatives the fissure developed during a period of severe diarrhoea, and in 13 patients no causative factor could be identified.
At the first visit 94 of the patients were judged to have severe sphincter spasm at examination and two mild to moderate spasm.
Reliefofsymptoms-The figure plots the symptomatic profiles during the three weeks of treatment. There was a progressive decrease in discomfort in each treatment group during each week. During the first two weeks the decrease in symptom score was significantly greater in patients treated with warm sitz baths plus bran (p<0 01 and p<0 05 respectively) than in patients using lignocaine or hydrocortisone ointment. There was no significant difference in relief of symptoms between the two groups treated with ointments. After three weeks symptomatic relief was the same regardless of the treatment regimen.
Healing rates- Table III shows the cumulative healing rates of first episode acute posterior anal fissures in relation to the three treatment regimens tested. At one and two weeks the healing rate was significantly better among patients treated with warm sitz baths than among those treated with lignocaine ointment (p<0-01) or hydrocortisone ointment (p<005). After three weeks there was no difference in healing rate between patients treated with sitz baths and bran and those treated with hydrocortisone ointment, whereas the healing rate in patients treated with lignocaine ointment was significantly lower than in the sitz baths and hydrocortisone treated groups (p<0 025 and p<0 05 respectively). Three weeks after beginning treatment 74 (77 1%) of the 96 patients had healed. Of the remaining patients, 16 were submitted to lateral subcutaneous internal sphincterotomy for persistent symptoms,2 whereas six patients were symptom free and were-not treated further. Biopsy samples from these six patients showed no signs of malignancy. Side effects-One homosexual patient treated with hydrocortisone ointment developed extensive herpetic lesions locally. Thirteen of the 32 patients (40 6%) treated with unprocessed bran felt distended and suffered various degrees of flatulence when they took their bran. None stopped taking the bran on this account. No side effects occurred in patients treated with lignocaine ointment.
Discussion
This study shows that in patients with a first episode of acute posterior anal fissure simple measure's9uch as warm sitz baths combined with a dietary intake of unprocessed bran may relieve symptoms significantly better than the application of lignocaine or hydrocortisone ointment to the anal canal.
Our patients were characterised by their homogeneity. All had first episode anal fissures localised posteriorly without any sign of a chronic fissure and with a very short duration of symptoms. This stands in contrast with most other published series,35 which were characterised by the complex mix of patients studied-varying in localisation of the fissures, durations of symptoms, number of patients with recurrent fissures, and number with signs of chronic fissures. This important difference must be kept in mind when evaluating our results.
Many acute fissures are said to heal spontaneously within one to two weeks.6 Nevertheless, these fissures cause much suffering and patients will often seek help. Of the several treatment regimens available, however, which is the most favourable is a subject of controversy. 6 Anaesthetic ointments have been used with varying success.-5 Thus in a randomised study by Gough and Lewis application of 2% lignocaine healed posterior fissures in 43-6% of patients within one month.3 These patients had a mixture ofdifferent fissures; the mean duration of symptoms was 21 1 months (range 0 5 to 120 months) and 48-7% of the patients also had a sentinel pile. In our study lignocaine ointment showed no convincing effect on relief of symptoms or on the healing rate of the fissures. Furthermore, a perianal dermatitis may occur with' the use of anaesthetic ointments.' Hence there seems little to justify treating acute anal-fissures with these ointments.
Several other different ointments and suppositories exist for the treatment of different minor anal diseases, including anal fissures. They share in common different proportions of several combinations of anaesthetics, astringents, and anti-inflammatory agents (usually hydrocortisone) in a host of bases and preservatives. For the ointment to be ofany help it must be inserted into the anal canal; application only to the perianal region would be of no use. Most patients find this procedure distasteful as well as uncomfortable. Though these ointments and suppositories are prescribed by doctors all over the world,' so far as we know their effectiveness has never been tested by a randomised trial. We chose hydrocortisone as a model of this treatment regimen and it did not contribute successfully to the conservative management of our patients. Relief of symptoms was significantly poorer than that obtained with warm sitz baths and dietary bran. Firthermore, one homosexual man developed extensive local spread of a previously undiagnosed anal herpes.7 Our findings do not seem to show any beneficial effect of ointments coontaining hydrocortisone in acute anal fissures, though the healing rate three weeks after treatment was the same as with warm sitz baths plus bran.
Other conservative treatment regimens such as use of an anal dilator with or without an anaesthetic ointment or injecting long acting anaesthetics,3 48 also share in a lack of prospective randomised studies oftheir effect on entirely acute anal fissures. Nowadays, however, they probably have no place in treatment owing to bad results, unpleasant methods ofapplication, and serious side effects. 6 From our study avoiding constipation and sphincter spasm seem to be important items of conservative treatment of acute anal fissures. Warm sitz baths are believed to relieve sphincter spasm and unprocessed bran to produce large bulky stools 'resulting in a physiological dilatation-of the anal sphincter, thereby healing the fissures. Instead of unprocessed bran, which many patients may find unpalatable,-'bran compressed as tablets may be used. 9 We chose unprocessed bran' because it is the cheapest substitute for cellulose fibre missing from the modern diet in Denmark.
Our findings show plainly that most patients with a first episode acute posterior anal fissure can be treated successfully with warm sitz baths combined with unprocessed bran, thereby avoiding the frequently used anaesthetic or anti-inflammatory ointments. These agents are less effective, more expensive, and have unpleasant side effects.
